Airway difficulties are a major concern for anesthesiologists. Even though fiberoptic intubation is the generally accepted method for management of difficult airways, it is not without disadvantages-requires patient cooperation, and cannot be performed on soiled airway or upper airways with pre-existing narrowing pathology. Additionally, fiberoptic bronchoscopy is not available at every medical institution. In this case, we encountered difficult airway management in a 71-year-old man with a high Mallampati grade and a thick neck who had undergone urologic surgery. Several attempts, including a bronchoscope-guided intubation, were unsuccessful. Finally, blind nasal intubation was successful while the patient's neck was flexed and the tracheal cartilage was gently pressed down. We suggest that blind nasal intubation is a helpful alternative in difficult airway management and it can be a lifesaving technique in emergencies. Additionally, its simplicity makes it a less expensive option when advanced airway technology (fiberoptic bronchoscopy) is unavailable.
Airway difficulties during induction of general anesthesia are a concern for anesthesiologists. The incidence of difficult intubations has been reported to be 5.8%-6.2% in patients who have undergone general surgery [1] . Even though fiberoptic intubation is the generally accepted method for management of difficult airways, it is not without disadvantages-requires patient cooperation, and cannot be performed on soiled airway or upper airways with pre-existing narrowing pathology [2] . Furthermore, fiberoptic bronchoscopy is not available at every medical institution, especially small and medium-sized hospitals. The 2013 Practice Guidelines for Management of the Difficult Airway from the American Society of Anesthesiologists (ASA) recommends use of alternative approaches in cases of difficult or unsuccessful intubations [3] . Blind nasal intubation is a readily available technique for management of difficult airways, such as those in patients with a restricted mouth opening or damaged teeth [4] . Herein, we present a case of blind nasal intubation used as an alternative, albeit difficult, intubation approach on a patient with a high Mallampati grade and a thick neck.
CASE REPORT
This patient gave informed consent for publication of this case via telephone. A 71-year-old man (weight, 74 kg; height, 171 cm) was scheduled for robotic-assisted laparoscopic prostatectomy. According to his medical history, he had diabetes mellitus that was being treated with medication. The results of his preoperative laboratory tests, electrocardiogram, and chest X-rays were unremarkable. On his pre-anesthetic airway evaluation, difficult airway was predicted due to modified Mallampati test grade of 3, a large tongue, and a 48-cm neck circumference (Fig. 1 ).
In the surgical suite, electrocardiogram, noninvasive blood pressure monitoring, and pulse oximetry were performed. General anesthesia was induced using 375 mg thiopental sodium. After confirmation that bag mask ventilation was adequate using the two-handed technique, we planned to intubate the patient's trachea after muscle relaxation was induced using 50 mg rocuronium. Mask ventilation using desflurane in 100% oxygen was admini- For patients with whom tracheal intubation is either difficult or impossible, blind nasal intubation has become an accepted method for securing an airway. Blind nasal intubation usually does not require availability of a special device [7] or appropriate operator training. Blind nasal intubation is also a viable option for patients who are awake. An additional advantage is that presence of blood and secretions do not increase difficulty in blind nasal intubation. This is a technique frequently used by paramedics in out-of-hospital patient care. The average success rate for paramedics using the blind nasotracheal method is 58.0%-72.2% with conventional endotracheal tubes [8] [9] [10] .
The nasal mucosa should be gently prepared with nasal mucosal vasoconstrictors and local anesthetic agents, especially on awake patients. The patient's head and neck, if not contraindicated, are then placed in the sniffing position. The endotracheal tube should be lubricated and passed along the floor of the nose beneath the inferior turbinate [11] . Breathing sounds are confirmed and then the tube is advanced into the trachea through the glottis.
If unsuccessful, the patient's head is repositioned and the tube is facilitated via optimal external laryngeal manipulation [12] . Skill of the physician performing the blind nasal intubation is the main determinant for success.
Average success rate was 71.3% for participating paramedics who previously attempted blind nasal incubation fewer than 4 times [8] . Success rate increased to 86.0% when using the Endotrol (Mallinckrodt, Hazelwood, MO) endotracheal tube [13] . Use of a Beck Airway Airflow Monitor (Great Plains Ballistics, Lubbock, TX) whistle can facilitate blind nasal intubation [14] . Improved success rate of blind nasal intubation was also achieved by inflating the tracheal tube cuff in order to elevate the tip of the tube [15] .
Although blind nasal intubation has been shown to be an effective alternative for the management of difficult airways, its potential risks and complications must be kept in mind. Subluxation of the cricoarytenoid cartilage and damage to the glottic opening occur rarely during endotracheal intubation using a "nonvisualizing" intubating technique. Blind insertion of endotracheal tube frequently leads to esophageal intubation. In some instances, the epiglottis is pushed into the glottic opening. Usually, these changes are spontaneously reversed and do not cause permanent damage [2] .
Despite the multitude of available airway management techniques, blind nasal intubation remains a helpful alternative in difficult airway management and can be a lifesaving technique in emergencies. Additionally, its simplicity ensures that it is a less expensive option in locations where advanced airway technology, such as fiberoptic bronchoscopy, is unavailable.
